Vitamin D deficiency after vagotomy
Metabolic bone disease is known to occur several years after gastrectomy.' A recent report based on plasma calcium and phosphate concentrations and alkaline phosphatase activity claimed that metabolic bone disease does not occur after truncal vagotomy and gastrojejunostomy.' Since the presence of normal plasma calcium, phosphate, and alkaline phosphatase values does not establish the absence of biochemical osteomalacia3 4 4 Furthermore, patients who had a truncal vagotomy had significantly lower concentrations of vitamin D when compared with the group who had a highly selective vagotomy, suggesting that the extent of vitamin D deficiency may be related to the degree of vagal inhibition. The absence of secondary hyperparathyroidism in our patients may reflect either a marginal deficit of vitamin D or a relatively short duration of this deficit. This contrasts with our observation of frequent secondary hyperparathyroidism in asymptomatic Asian vegetarian subjects. ' The mechanism of vitamin D deficiency after vagotomy is not clear. While vagotomy may alter intestinal motility, none of these patients had symptoms of dumping or malabsorption. A decrease hi vitamin D intake due to an altered diet has been suggested in patients after vagotomy. Bile acid excretion may be increased after. vagotomy; this may interrupt the enterohepatic circulation of vitamin D metabolites and may, over a prolonged period, lead to vitamin D deficiency. Exocrine pancreatic function also changes after vagotomy5; this too may contribute to vitamin D malabsorption.
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Cryoanalgesia to relieve pain in diastasis of the symphysis pubis during pregnancy Diastasis of the symphysis pubis is not common, occurring in about one in 20 000 births,' but relief of the pain during the final trimester of pregnancy is a difficult problem. The diastasis resolves completely after delivery, and so this problem of analgesia is of limited duration.' The pain increases with increasing size of the uterus and as it is aggravated by movement some relief can be achieved by bed rest. In the last third of pregnancy this usually results in admission to hospital because it is almost impossible for most mothers to have complete bed rest at home. There remains the problem of analgesia when movement is necessary, such as during washing and when using the commode. Non-narcotic analgesics rarely provide adequate analgesia, and most doctors are reluctant to prescribe narcotics for three months because of possible side effects.
We describe two patients with diastasis of the symphysis pubis in whom considerable pain relief was achieved by cryoanalgesia2 through the caudal hiatus during the last third of pregnancy.
Case reports
During their first pregnancy both patients developed diastasis of the symphysis pubis. In their second pregnancy they complained of pain in the region of their symphysis pubis during the second trimester; diastasis was confirmed radiologically.
Case I-A 30 year old woman was admitted to hospital in the 20th week of her pregnancy because of pain. As the uterus increased in size the pain worsened, particularly on movement. By the 30th week she was confined to bed. The worst pain was in and around her vagina rather than over her symphysis pubis. A caudal injection of 5 ml 0-5% bupivacaine plain resulted in complete relief of pain and enabled her to walk comfortably for six hours. Cryoanalgesia by the standard technique3 resulted in adequate analgesia until delivery six weeks later.
